donor sites have been left to heal secondarily. However, this process can take months and comes at significant morbidity to the patient. This study reviews our experiences using lateral forehead rotational flaps to help close primarily large forehead flap donor sites.
Methods | A retrospective medical record review was performed on 5 patients who underwent paramedian forehead flaps and lateral forehead rotation flaps for nasal defect reconstruction after Mohs surgical excision from January 1, 2012, through December 31, 2014. Patient age and sex, defect size and location, operative reports, follow-up, and complications were evaluated.
All patients were treated by the same surgeon, and defects were managed under the subunit principle, excising remaining subunits to provide for whole subunit reconstruction.
6
The forehead flap is raised and inset as traditionally described.
2
The donor site is closed primarily caudally up to the cephalic portion using wide subgaleal undermining and a 2-layered closure. If the cephalic portion cannot be closed primarily, a lateral forehead flap is designed as a rotational flap along the hairline. The incision is placed pretrichially and extended to the temporal region. This is rotated to close the donor site defect. If this is not adequate, the incision can be extended or a contralateral flap can be created. If possible, the contralateral side should be spared in the event that a contralateral paramedian forehead flap becomes necessary. The final incisions are closed with running 6-0 nylon.
Results | The mean age of the patients was 76 years (age range, 56-84 years). Patient demographics and defect size are in listed in the Table. Nasal defect size ranged from 2 × 2 cm to 7 × 3 cm before subunit excision. One patient had a trichial incision and required scar revision for alopecia. Four patients required unilateral forehead rotational flaps for closure, and one required bilateral flaps.
No major complications occurred. One patient had a nasal recurrence and required an additional Mohs excision. Because of the patient's age, comorbidities, and patient preference, this secondary defect was closed with a skin graft.
A 76-year-old man with basal cell carcinoma presented to the operating room after Mohs resection of the lesion. He had an 8 × 7-cm defect, including the dorsum, nasal sidewalls, and medial cheek junction and tip (Figure, A) . The defect was reconstructed with a paramedian forehead flap and bilateral cheek advancement flaps. The forehead donor site could not be closed primarily, so a lateral forehead rotational flap was used to provide primary closure (Figure, B) . Postoperative photographs at 13 months are shown in Figure, C and D.
Discussion | The forehead flap is an essential tool in the nasal reconstructive surgeon's armamentarium but can leave a donor site that is too large to close primarily. There is a paucity of literature regarding the forehead flap donor site. Numerous articles 1,2,5 on forehead flap techniques have barely one sentence dedicated to the donor site. The technique described is a simple way to close these wounds with minimal morbidity. Jewett 3 discusses donor site management and closure and advocates for placement of an acellular dermal matrix over the The lateral forehead rotational flap is easy to perform, has a low risk of complications, and provides patients with a primarily closed wound. This is superior to an open forehead wound that may take several weeks to heal. Pretrichial incisions decrease the risk of alopecia and prominent scarring. 
Use of FACE-Q to Measure Quality of Life Following Aesthetic Facial Treatments
To the Editor We commend Jacono and colleagues 1 for using a patient-reported outcome measure (PROM) in their study, adding to the body of evidence-based outcomes data for facial aesthetics treatments. We have concerns, though, about their choice of PROM. The Rosenberg Self-Esteem scale (RSES) is a legacy scale, published in 1965 after testing in more than 5000 US high school students. Jacono and colleagues 1 found no change in self-esteem in 50 patients 6 months after a facelift. This was not a surprise; self-esteem is a relatively stable construct.
2 What was a surprise was the authors' choice to use a generic rather than cosmetic-surgery specific PROM. A recent Department of Health (United Kingdom) funded literature review assessed 35 cosmetic surgery-specific PROMs and found nine, of which 3-FACE-Q, BREAST-Q, and Skindexmet international recommendations for how PROMs should be developed and validated.
3 Jacono and colleagues 1 were aware of the FACE-Q, but stated that it measures "patient satisfaction." Their aim was to measure psychosocial effects of aesthetic surgery.
To clarify, the FACE-Q does not just measure patient satisfaction. The FACE-Q is composed of more than 40 independently functioning scales and/or checklists that measure 4 main constructs: facial appearance, adverse effects, patient experience, and quality of life. Some facial appearance scales do measure satisfaction with appearance, while others, for negative concepts such as facial rhytides, ask about being bothered by appearance. The quality-of-life scales, however, do not measure patient satisfaction, but rather broader health constructs, including psychological and social function. The Table shows the RSES and FACE-Q psychological function scale content. Both scales have 10 items and use agree/ disagree response options. Instructions for the FACE-Q ask respondents to answer items with their facial appearance in mind. The FACE-Q items are positively worded, whereas the RSE mixes positive and negative items. It is important to note that FACE-Q items were developed from qualitative interviews with 50 facial aesthetic patients ensuring high content validity; items contain exact words used by patients to ensure that they resonate. We previously reported moderate to large effect sizes on FACE-Q scales measuring psychological and social function from a clinical trial of 279 patients following a lip filler treatment, 5 and from a study that included 23 patients following a rhinoplasty.
5
A recent blog called for PROM data to be collected in all cosmetic surgery studies. 6 The choice of which PROM to use is a crucial decision. If the wrong PROM is used, it may appear that an intervention has little to no benefit-when in fact it does, but the right questions weren't being asked.
